Objective: In this study the authors examined whether discrepancies between parent and youth reports of the youth's emotional and behavioral functioning are related to interviewers' reliability ratings of parents and youths. Methods: In a consecutive case series analysis of 328 parents and youths aged 11-17 years, parents and youths provided reports of youth emotional and behavioral functioning and participated in structured clinical interviews. At the conclusion of the interviews, interviewers rated the reliability of informants. Interviewers rated youths' clinical severity and parents and youths provided information on youth demographics. Nominal logistic regressions tested patterns of discrepancies between parent and youth reports (i.e., which informant consistently reported greater degrees of youth emotional and behavioral concerns than the other) as predictors of interviewers' ratings of the reliability of parents and youths. All analyses controlled for variance explained by youth demographics and youth severity. Results: When parents reported greater degrees of youth emotional and behavioral concerns than youths self-reported, interviewers were likely to rate the youth as an unreliable informant, and were unlikely to rate the youth as an unreliable informant when parents reported less concerns than youths self-reported. However, interviewers' ratings of parents' reliability did not relate to the discrepancies between reports, regardless of which informant reported greater degrees of youth concerns. Conclusions: Prior research indicates that informant discrepancies potentially reveal important information of youths' emotional and behavioral concerns, such as the settings in which youths express these concerns. Yet, when parents and youths disagree in their clinical reports of the youth's functioning, this relates to whether a clinical interviewer views the youth as a reliable informant of their own functioning. To increase the cost-effectiveness and clinical utility of multi-informant clinical evaluations, practitioners and researchers should anticipate informant discrepancies and predict what they may represent before conducting clinical evaluations.
Introduction P ractitioners and researchers who follow best practices while conducting clinical assessments of children and adolescents (collectively referred to as ''youths'' unless otherwise specified) likely gather multiple informants' reports (Hunsley and Mash 2007) . Practitioners and researchers might gather reports from those with whom the youth is well acquainted, such as parents and teachers; research and clinical personnel such as other healthcare professionals and trained laboratory observers; or the youth himself or herself. One challenge in keeping with these best practices is that multiple informants' reports often yield different conclusions, both in research findings and clinical evaluation outcomes (Achenbach et al. 1987; Perrin et al. 2000; Johnson and Wang 2008; De Los Reyes and Kazdin 2009 ). These differences among multiple informants' reports can collectively be referred to as ''informant discrepancies'' and they are some of the most frequently encountered challenges facing practitioners and researchers who work with youths.
The traditional view is that informant discrepancies reflect bias or unreliability in some or all informants' reports (Richters 1992; Krosnick 1999; De Los Reyes and Kazdin 2005 Fisher et al. 2006 ). Yet, two lines of evidence indicate that informant discrepancies may yield information beyond that of unreliability or bias. First, informants agree more when they observe youths in the same setting (e.g., two teachers at school, both parents at home), when what is being assessed is relatively easy for informants to observe (e.g., aggression vs. worry), and when the patient is a younger child (ages 6-11 years) versus an adolescent (Achenbach et al. 1987) . Thus, practitioners and researchers can often predict which informants' reports will disagree. Second, because informants often systematically vary in the settings within which they primarily observe youths, discrepancies among informants' reports often reveal meaningful information on where youths express emotional and behavioral problems (for a review, see De Los Reyes 2011). For instance, discrepancies between parent and youth reports about youths' emotional and behavioral functioning are stable both across assessed domains and over the course of controlled trials (De Los Reyes Alfano et al. 2010; De Los Reyes Youngstrom et al. 2011) . Further, recent work indicates that discrepancies between parent and teacher reports-both of preschool children's oppositional behavior and older children's aggressive behavior-relate to differences in the specific settings within which children express these behaviors (e.g., home vs. school) Hartley et al. 2011) .
In light of work reviewed previously on the utility of informant discrepancies, it is important to note that research also indicates that practitioners hold particular views as to who are the ''optimal informants'' (e.g., parents, teachers, and youths) from whom to collect clinical information about youths (Loeber et al. 1990 ). Additionally, these views of optimal informants may play a role in how practitioners use the outcomes of patient evaluations when making decisions about patients (e.g., treatment planning and assessing functional impairment). For example, in clinic settings when parent reports of youth behavior disagree with other informants' reports of youth behavior, practitioners' impressions systematically agree more with parent reports (Hawley and Weisz 2003; Kramer et al. 2004; De Los Reyes Alfano et al. 2011 ). In fact, even when other informants report youth behavioral and emotional concerns that are not reported by parents, practitioners rate the youth's functioning in line with parent reports (Kramer et al. 2004; De Los Reyes Alfano et al. 2011) . This work provides circumstantial evidence to suggest that when discrepancies arise between a parent's report of youth behavior and another informant's report of youth behavior, practitioners might attribute the discrepancies to the parent being ''right'' or reliable and the other informant being ''wrong'' or not reliable.
Purpose
This study tests whether informant discrepancies relate to interviewers' impressions of the reliability of informants as reporters of youths' emotional and behavioral functioning. To test our hypotheses, we studied a well-characterized multisite clinic sample for whom prior work indicated that discrepancies between parent and youth reports were both stable across assessments and did not relate to factors commonly viewed as indicative of informant bias (e.g., informants' mood symptoms, and family stress and functioning) (De Los Reyes Youngstrom et al. 2011) . In this sample, raters sequentially interviewed both parents and youths separately (i.e., interviewers were blind to other standardized assessments). After the interviews, interviewers separately rated the reliability of parents and youths as informants as ''Good,'' ''Fair,'' or ''Poor.''
Hypotheses
We expected to find that when parents and youths disagreed in their reports of youths' emotional and behavioral functioning, the direction of the discrepancies (i.e., which informant reported greater degrees of youth problems than the other) would relate to interviewers' ratings of the youth as a ''Fair'' or ''Poor'' informant relative to a ''Good'' informant. Specifically, we expected to find that when parents reported greater degrees of youth problems than youths self-reported, interviewers would be more likely to rate the youth as a ''Fair'' or ''Poor'' informant relative to a ''Good'' informant. Further, when youths self-reported greater degrees of problems than parents reported about youths, we expected to find that interviewers would be unlikely to rate the youth as a ''Fair'' or ''Poor'' informant relative to a ''Good'' informant. However, as mentioned previously, prior work indicates that no matter how parents report relative to other informants (e.g., report greater or lesser degrees of emotional and behavioral problems in a youth), practitioners systematically rate the youth's functioning consistent with parent reports (Kramer et al. 2004; De Los Reyes Alfano et al. 2011) . Thus, we only expected informant discrepancies to relate to interviewers' ratings of youths' reliability.
Method

Participants
Participants were 328 youths and their parents seeking outpatient services, recruited from a previous study of 420 youths between 11 and 17 years old and their parents (De Los Reyes Youngstrom et al. 2011) . Youth participants met diagnostic criteria for between 0 and 8 Diagnostic and Statistical Manual of Mental Disorders, 4th edition (DSM-IV) (American Psychiatric Association 1994), diagnoses (Median = 3) as determined by the Kiddie Schedule for Affective Disorders and Schizophrenia-Plus (KSADS-PL-Plus) interview (Kaufman et al. 1997; Geller et al. 2001; Nottelmann 2001) . Using the hierarchical approach indicated in DSM-IV and operationalized to be consistent with prior work by this group (Youngstrom et al. 2001 ), 37% of youths met primary diagnostic criteria (as determined through diagnostic consensus meetings) for a unipolar depressive disorder; 34% for attention-deficit/hyperactivity disorder (ADHD) or disruptive behavior disorder without the presence of a mood disorder; 5% for bipolar I disorder; 15% for bipolar II disorder, cyclothymic disorder, or bipolar not otherwise specified; and 9% met criteria for other DSM-IV diagnoses. Additionally, 52% met criteria for ADHD in addition to other diagnoses. Youths who were found to have or suspected of having pervasive developmental disorders, psychiatric disorders due to general medical conditions, or some form of mental retardation were excluded.
Measures
Parents reported on youths' emotional and behavioral functioning using the Child Behavior Checklist (CBCL) (Achenbach 1991a; Achenbach and Rescorla 2001) . Youths reported on their own emotional and behavioral functioning using the Youth Self-Report (YSR), a measure derived from the CBCL (Achenbach 1991b) . The YSR and CBCL assess eight syndrome scales: (1) anxious/ depressed, (2) withdrawn/depressed, (3) somatic complaints, (4) thought problems, (5) social problems, (6) attention problems, (7) rule-breaking, and (8) aggressive problems. We calculated raw score totals from these scales only using the items shared across the CBCL and YSR. We used these raw score totals as opposed to the standardized T score totals to ensure that we assessed reporting discrepancies holding item content constant across parent and youth reports. To assess discrepancies between parent and youth reports on these scales, we converted each of the parent and youth scores on common items into z scores, with these z score conversions based on reports taken from parents and youths in the sample. We then subtracted each youth z score on one scale from the parent z score on the same scale. These eight standardized difference scores were used to examine patterns of discrepancies and in particular instances in which parents reported qualitatively greater degrees of youth emotional and behavioral problems than youths self-reported and vice Parents and youths participated in the KSADS-PL-Plus interview mentioned previously. The KSADS-PL-Plus is a combination of the KSADS-PL and mood items from the Washington University in St. Louis Kiddie Schedule for Affective Disorders and Schizophrenia (WASH-U KSADS). Interviewers administering the KSADS-PL-Plus included predoctoral psychology interns (n = 165 cases; 50%), doctoral graduate students (n = 65 cases; 20%), postgraduate doctoral-level interviewers (n = 51 cases; 16%), and postgraduate master's-level interviewers (n = 47 cases; 14%). After the administration of the KSADS-PL-Plus, interviewers rated the reliability of parents and youths as informants based on their observations of parents and youths and their reports during the interview. Specifically, at the end of the summary sheet of the KSADS-PL-Plus that interviewers use to catalog the lifetime diagnoses endorsed by the informant during the interview, interviewers encountered an item prompting them to rate the reliability of the information provided by the informant (i.e., an item that simply presented the prompt ''Reliability of Information'') as ''Good,'' ''Fair,'' or ''Poor.'' Further, each of these ratings was made by a single interviewer who interviewed both parent and youth, and each rating was taken separately for each informant (i.e., rating was for ''absolute reliability'' of each informant and not whether one informant was ''more reliable'' than the other informant). Importantly, interviewers made this rating as a single subjective evaluation of each informant's reliability and they received no training on how to operationally define informant reliability. This also meant that interviewers were not provided with information on guidelines for determining informant reliability or on identifying ''optimal informants'' such as those delineated elsewhere (e.g., Loeber et al. 1990) . In this way, these reliability judgments would generalize to judgments as observed in routine practice settings. The Clinical Global Impressions Scale Severity of Illness score (CGI) was used by the interviewer to rate the youth's clinical severity (National Institute of Mental Health 1985) . Finally, youths and parents completed a contact sheet and packet with information about youth age, gender, and ethnicity/race.
Procedure
A consecutive case series of families seeking outpatient services participated in a day-long interview assessing youth and family functioning. Before the study, youths and parents assented and consented, respectively, to participate. Parents and youths were then interviewed separately by a highly trained interviewer using the KSADS-PL-Plus. Parents were interviewed first. When not being interviewed, youths and parents completed a battery of measures assessing youth and parent mood symptoms and functioning as well as family functioning. Participants were then debriefed about the study and provided feedback about assessment outcomes. When requested, a summary of the KSADS-PL-Plus was sent to a healthcare provider.
Analyses
For this study we drew from prior work in this sample on the patterns of discrepancies between parent and youth reports. Specifically, in a previous study of 420 parent-youth dyads, latent profile analyses revealed that dyads varied in the magnitude (i.e., size of discrepancies) and direction (i.e., who reported greater degrees of youth problems relative to the other informant) of reporting discrepancies (Bartholomew et al. 2002; De Los Reyes Youngstrom et al. 2011) . In De Los Reyes Youngstrom et al. (2011) , we identified four profiles of dyads that varied in their patterns of reporting discrepancies and these four dyads could be categorized into two higher order groups. Two classes of dyads included parents who reported either far greater or only slightly greater degrees of youth problems across the eight syndrome scales of the CBCL than youths self-reported on these same scales on the YSR. Two classes of dyads evidenced the polar opposite patterns (i.e., youth was the informant self-reporting on the YSR far greater and slightly greater degrees of problems than the parent reported on the CBCL). In this study, we tested our hypotheses using these two higher-order dyad groupings (i.e., Group 1 = parents consistently reported greater degrees of youth problems than youths self-reported; Group 2 = youths consistently self-reported greater degrees of youth problems than parents reported about youths).
The present study focused on a reduced sample of 328 of these 420 classified dyads that had complete data on the youth and parent reports of youths' emotional and behavioral functioning as well as clinical interviewer reports of youths' clinical severity and informant reliability. For these dyads, a trained interviewer rated the reliability of parents and youths as informants, using procedures described previously and after administration of the KSADS-PLPlus to each informant. For this study we were interested in comparing the two groups of dyads in which parents reported greater degrees of youth emotional and behavioral problems than the youths self-reported (n = 163) to the two groups of dyads in which youths self-reported greater degrees of problems than parents reported about youths (n = 165). The 328 dyads did not differ from the rest of the 420 dyads on the reporting discrepancies patterns, nor did they vary as a function of youth age, gender, ethnicity, youth clinical severity, or assessment site.
We first calculated frequencies and percentages (nominal), and means and standard deviations (continuous) for all covariates used in the main tests of our hypotheses. We subsequently calculated frequencies and percentages of the patterns of reporting discrepancies and interviewer ratings of parent and youth reliability, as well as a cross-tabulation of the relation between these two variables.
For the main tests of our hypotheses, we conducted nominal logistic regressions in which interviewers' reliability reports served as the dependent variable. A dichotomized variable representing instances in which parents reported greater degrees of problem behavior than youths self-reported versus the opposite reporting pattern (youth > parent) served as the key independent variable. We also entered as covariates a number of youth demographic characteristics (youth age, gender, and ethnicity/race) and youth clinical severity (CGI Severity of Illness score). For these analyses, the two continuous variables (youth age and clinical severity) were centered before analyses. Finally, we conducted two regressions, one for interviewer reports of youth reliability and another for parent reliability.
Results
Preliminary analyses
Demographic and clinical characteristics of the analytic sample indicated that the average youth in the sample was roughly 13 years of age and rated just under ''Moderately Ill'' on the CGI. The sample had slightly greater numbers of male youths relative to female youths and was predominantly African-American (Table 1) . Additionally, as noted in Table 2 , chi-square tests revealed a significant relation between patterns of reporting discrepancies and interviewer ratings of youth but not parent reliability. Specifically, dyads were nearly evenly split in terms of how many could be characterized by parents reporting greater degrees of youth problems relative to youth self-reported problems and vice versa. Yet, when parents reported greater degrees of youth problems than youths self-reported, far more interviewers rated youths as ''Poor'' or ''Fair'' informants relative to when youths self-reported greater degrees of problems than parents reported about youths. In contrast, the distributions of parents rated by interviewers as ''Poor,'' ''Fair,'' or ''Good'' informants were similar regardless of who reported greater degrees of youth problems.
Predicting interviewers' reliability reports by reporting discrepancies patterns
We present in Table 3 nominal regression analyses representing the main tests of our hypotheses. For interviewer ratings of youth reliability, the only control variables that significantly contributed to the statistical model were youth age and clinical severity. Specifically, using the interviewer rating of ''Good'' as the contrast group, youths rated by the interviewer as ''Poor'' or ''Fair'' informants were significantly more likely to be rated as presenting with a greater illness severity on the CGI. Using the interviewer rating of ''Good'' as the contrast group, youths higher in age were significantly unlikely to be rated by the interview as ''Fair'' informants.
Using the interviewer rating of ''Good'' as the contrast group, when parents consistently reported greater degrees of youth problems than the youth self-reported, interviewers were at significantly greater odds of rating youths as ''Poor'' or ''Fair'' informants. Conversely, when youths consistently self-reported greater degrees of problems than the parents reported about youths, interviewers were significantly unlikely to rate youths as ''Poor'' or ''Fair'' informants.
For interviewer ratings of parent reliability, the only control variable that significantly contributed to the statistical model was youth age. Using the interviewer rating of ''Good'' as the contrast group, parents with youths higher in age were significantly likely to be rated by the interview as ''Poor'' informants. In contrast to our observations for interviewer ratings of youth reliability, patterns of discrepancies between parent and youth reports did not relate to interviewer ratings of parent reliability.
Discussion
Main findings
When faced with informant discrepancies, interviewers often discount the reliability of an informant's report. However, these informant discrepancies relate to interviewer ratings of the reliability of youths but do not relate to such ratings for parents. These findings are likely to generalize because we examined a wellcharacterized heterogeneous multisite clinic sample in which we have previously identified no hint of evidence suggesting unreliability or bias on the part of either parent or youth reports (De Los Reyes Youngstrom et al. 2011) . Then, why did we identify these relations? Our observations are consistent with prior work that indicates that no matter how parents report relative to other informants (e.g., report greater or lesser degrees of youth's emotional and behavioral problems), practitioners systematically rate the youth's functioning consistent with parent reports (Kramer et al. 2004; De Los Reyes Youngstrom et al. 2011 ). These effects might be due to parents often being the primary referral source for youths' evaluations. Based on this, an interviewer likely anticipates that the parent will report concerns with their youth's emotional and behavioral functioning. If the parent interview confirms this and the youth endorses few problems on the interview, the differences between parent and youth reports may be sufficient for an interviewer to then ultimately judge the reliability of the youth as an informant. Results indicate that interviewers use discrepancies between parent and youth reports as proxies for the reliability of youths' reports but not for parents' reports. If a parent reports problems that the youth does not, then an interviewer likely perceives this youth as not reliable; these relations cannot be explained by youths' demographic characteristics or interviewer impressions of youths' clinical severity (Table 3) .
Limitations
To assess informant discrepancies we relied on multiple indices of discrepancies as measured by standardized difference scores (i.e., informants' reports converted to z scores with youth report subtracted from parent report) (De Los Reyes and Kazdin 2004; ). One concern is that these measures do not directly assess informants' perceptions of these discrepancies and such an assessment could result in different conclusions. Future research should replicate and extend our findings using other methods of measuring discrepancies. In particular, we encourage researchers to develop standardized measures of informants' views of the extent to which their reports disagree with the reports of other informants.
We did not assess whether variations in perceived reliability of informants relate to variations in interviewers' clinical decisions such as treatment planning and diagnostic formulations. We recommend that future research examines whether interviewers' perceptions of the reliability of informants affect their clinical decisions about patient care.
Interviewers worked first with the parent when the youth was younger than 11 years. For youths 11 years and older (i.e., the current sample), families were given their choice about who would do the interview first; 90% chose to have the parent complete the interview first. Further, interviewers were given no formal instruction on when to make their reliability ratings. As a consequence of these factors, interviewers did not follow a set protocol with regard to when they provided reliability ratings. That is, interviewers varied in when they completed their ratings; some interviewers rated informant reliability after interviewing both parent 
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and youth, whereas other interviewers completed each rating after the conclusion of each interview. This variability by rater creates the potential for our findings being attributable to different raters systematically varying in when or how they rated the reliability of both informants (i.e., clustering effects). Thus, we calculated intraclass correlation coefficients (ICCs) for the interviewer reliability ratings for youths and parents. The ICC for interviewer ratings of the youth's reliability was 0.03, and the ICC for interviewer ratings of the parent's reliability was 0.07. Further, the average cluster size for each of the reliability ratings was 11. These figures translated to design effects estimates (i.e., indices of the extent of clustering effects) of 1.3 for the interviewer ratings of the youth's reliability and 1.7 for the interviewer ratings of the parent's reliability. Previous work using Monte Carlo simulations indicates that one should be concerned with clustering effects if design effect estimates are at or above 2 (Muthen and Satorra 1995) . Thus, the data indicate that clustering effects do not present confounds to our interpretations of the findings. Nevertheless, we encourage future work to (1) counterbalance the order in which interviewers administer interviews to informants and (2) instruct interviewers to provide informant reliability ratings immediately after the interview. The focus of our investigation was on interviewer impressions of parent and youth informant reports. This is in keeping with prior work examining how informant discrepancies relate to whether practitioners agree with some informants more than others (Hawley and Weisz 2003; Kramer et al. 2004; De Los Reyes Alfano et al. 2011) . However, practitioners rely on many informants' reports OR reflect regressions in which interviewers' reliability ratings were employed as dependent variables (i.e., ''Good,'' ''Fair,'' and ''Poor,'' with ''Good'' as the reference category), and reporting pattern as the independent variable (i.e., ''Youth Reports Greater than Parent'' and ''Parent Reports Greater than Youth''). In order to attain OR estimates for both groups, regressions were conducted twice for each rating (i.e., once with ''Parent Reports Greater than Youth'' coded ''0'' and once with ''Youth Reports Greater than Parent'' coded ''0''). OR = odds ratio; CGI = Clinician Global Impressions Severity of Illness score; CI = 95% confidence interval for odds ratios; ns = not statistically significant.
other than parents and youths (e.g., teachers and other adults with whom a child may interact) when they evaluate youths in various settings (e.g., pediatricians in office settings, and counselors in school settings). Further, this current study focused on informant discrepancies in reports of youths' emotional and behavioral functioning, broadly construed. Similar findings might not emerge for informant discrepancies in other areas of clinical assessment (e.g., family functioning; see Hawley and Weisz 2003) and perhaps for different forms of youth's emotional and behavioral functioning (e.g., internalizing vs. externalizing functioning). We encourage future work to examine whether our findings generalize to how various mental health professionals perceive the reliability of other informants' reports and within assessments of other youth and family behavioral domains.
Conclusions
When faced with informant discrepancies, practitioners and researchers should refrain from immediately judging the reliability of the informants. Alternatively, prior research can be used to form simple rubrics about informant discrepancies. In turn, these rubrics can aid in hypothesizing as to the nature of any informant discrepancies that may arise. That is, as practitioners and researchers we can use the consistent nature of informant discrepancies to interpret assessment outcomes and improve patient care.
For instance, before conducting an evaluation, practitioners (and researchers designing studies) might make three predictions based on prior research and the subject of the evaluation: (1) whether informants providing reports will disagree in their reports; (2) if informants disagree, the direction of the disagreement (who will report greater degrees of problems than the other informant); and (3) what information might the disagreements yield regarding the nature and expression of the youths' emotional and behavioral functioning (e.g., specific settings in which problems are expressed). In the presence of informant discrepancies, practitioners and researchers could then structure their evaluations so that they may test these predictions.
To that effect, in Table 4 we present data reported by Achenbach and Rescorla (2001) for select syndrome scores from parent, youth, and teacher forms assessing youths' emotional and behavioral functioning. Specifically, the table outlines data that, for instance, a practitioner evaluating a youth in an outpatient clinic setting can use to (1) predict levels of agreement between two informants' reports; (2) predict which informant will report greater degrees of youth problems than the other informant; and (3) advance hypotheses as to why the reports would disagree.
It would be helpful here to highlight an example of how to apply the data in Table 4 . For instance, suppose a practitioner evaluates a youth for disruptive behavior and the referral source (the parent) complains primarily of problematic parent-youth interactions. Here, the practitioner might rely on parent and teacher reports as proxy data to understand whether the youth is disruptive in both home and school settings. Further, the referral question might suggest that parent and teacher reports will disagree, and that parent reports will suggest the presence of disruptive behavior that the teacher does not notice as prominently.
Under these circumstances, the practitioner can structure an observational assessment in the clinic, such as directing the parent and youth to discuss by themselves a topic about which they commonly disagree at home. Additionally, the practitioner might structure an independent interaction with the youth in which the practitioner and youth discuss by themselves the same topic that the youth discussed previously with his or her parent. Within this interaction, the practitioner might challenge the youth's views on the topic to see if the youth engages in similar interactions with the practitioner as he or she does with the parent. Much like the parent and teacher reports, Reporting agreement estimates based on Table 9 -2 of Achenbach and Rescorla (2001) and reporting direction estimates based on Appendix D T scores for youths 12-18 (parent and teacher reports) and youths 11-18 (youth report).
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this observational assessment can serve as proxy data for the practitioner to decide how an assessment independent of the parent and teacher reports suggests a youth behaves with both parental and nonparental (e.g., practitioner and teacher) adults. In light of our recommendations, it is important to acknowledge two realities of clinical practice. First, comprehensive assessments already are being administered in clinical practice and administered often. However, when findings are inconsistent it is often the case that practitioners and researchers believe that they must decide which perspective is ''right'' and which is ''wrong'' (Hawley and Weisz 2003; Kramer et al. 2004; De Los Reyes Alfano et al. 2011) . Instead, we argue that an integrative assessment rubric can aid practitioners in determining whether disagreements between informants' reports reflect meaningful differences in how or whether youths' emotional and behavioral problems vary in their expression across settings.
Second, with limited resources, practitioners may often have insufficient time to administer multi-informant assessments and interpret them following our recommendations. Under these circumstances, we recommend that practitioners engage in assessment processes that, nonetheless, serve to prevent their discounting specific informant's reports in favor of other reports. For instance, rather than collecting multiple intake reports at once, a practitioner can collect the single report from the informant for whom the setting in which they primarily observe the youth most closely matches the referral question (e.g., teacher report if primary problem appears to be aggressive behavior at school). If the report confirms the presence of the referral problem, then the practitioner can tailor treatment efforts around this report and continue to monitor treatment progress on this one report. Once the practitioner identifies a successful treatment response, the practitioner can administer a report to one other informant (e.g., parent) to identify whether (1) treatment response generalized to another setting (e.g., home) or (2) further concerns in another setting remain that warrant treatment. The same procedure used to assess treatment response with the initial informant's report can then be repeated with the report of the next informant and any subsequent informants that follow. This sequential use of multi-informant assessments would preserve the comprehensive nature of patient evaluations, and at the same time prevent a practitioner from having to decide at any one assessment point on which of two or more informants' reports to rely to make decisions as to patient care. Regardless of the nature of patient evaluations, incorporating principles of what informant discrepancies might represent into best practices in clinical assessments of youths' emotional and behavioral functioning may result in increased cost-effectiveness and clinical utility of the data gathered from such assessments.
Clinical Significance
Prior work indicates that informant discrepancies in reports of youths' emotional and behavioral functioning reveal important information about the settings within which youths express emotional and behavioral problems. Yet, our findings suggest that discrepancies between reports provided by parents and youths relate to the extent to which interviewers perceive youths (but not parents) as reliable reporters of the youth's emotional and behavioral functioning. Importantly, these informant discrepancies occur often in both research and practice settings, and many times practitioners and researchers can use prior work to predict the kinds of reporting discrepancies that they will observe in evaluations of these problems. Thus, practitioners and researchers can effectively increase the cost-effectiveness and clinical utility of multiinformant clinical evaluations by anticipating informant discrepancies and predicting what they may represent before conducting these evaluations.
